TME IVIRIUN OUF REALIA U MIDoDUAJKI
= we-soo ) FILED SEP 271896 srANDARD CERTIFICATE OF DEATH 30635

ev. 10.48 State File Nowimeesrisemsssssesssenn
- - Sy .
'"BIRTH NO. 2 2 b 3 ‘4 - 3 L REG. DIST. NO. / (/2 PRIMARY REG. DIST. NO. (-~} egistrar's No...gﬂnﬂ.
1. PLACE OF DEAT 2. USUAL RESIDENCE (Wbare decossed lived. If inatitution: residence before
a. COUNTY - © a. STATE b. COUNTY adiizglon).
Jdaclson Mo C/IATTS 773
g b. CCI’EY {1t outcidy corpursto lmits. write RURAL aod give & AlerNGTH ofF ll . crrv , . G Is Reskience within Hotits of
(i this place! u elf; ini ted M :
o KANSAS CiTY O T DAY o Bmx.z,ug = N =N
d. FI‘-.IHOJS";PNANIE.EOORF {If mot ia bospital or institution. give siroct nddress or location) Asl—)r[?f\['zEESrS (I rural, give locatlon)
WHihel ST Toseph Hosfital | " gt 3
3. gﬁ%’éi oF a. (First) b. (Middley ¢. {Last) 4. DATE (Month)  (Day) (Year)
weorrie)  TOReSA o LYNN CockRum_ | vim _ SepT ¢ 1956
5. SEX 6. COLOR OR RACE | 7. MARRIED@B&DBED 8. DATE OF BIRTH . S. AGE (ln years| IF UNDER 1 YEAR | & UNDER 34 mR,
WIDOWED, DIVORCED (Bpecify) -

(City sad State > Foreign Countr

dona d { working Lifs, sven if retired) Y o COUNTRY?
B 77 7Y% § ' rMorTh KAwsAs CiTy Mo U. s.

13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

 Bas, ) Cockpum

. last birthday} | Mogtl D Hours | Min.
Female| wh: 1e — o | ApRil 1956 | T g l
10a. USUAL OCCUPATION (Givekind of work | 10b. KIND OF BUSINE‘SSD%F}I_H{- 11. BIRTHPLACE . . y 12. CITIZEN QF WHAT

I5. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY | 17. INFORMANT S S|GNATURE OR NAME ADDRESS
(Yes.no.0r unkyn) (If yea, rive war or dates of service) NO. . . y -

Noa/e Lillian Bagnes Ftb ALy g,
18, CAUSE OF DEATH MEDICAL CERTIFICATION 7 mggﬁg%rgzsu :
Enter only onecausoper | 1. DISEASE OR CONDITION TH
Jima for €a), (03, and coy | DIRECTLY LEADING TO DEATH® ¢y v - }4 Ewi Mo I o NS

; ANTECEDENT CAUSES
*This doey not mean f .
the mode of dying, such | Aforbid conditions, if any, gising DUE TO (b) © TIT 3 A &L 4 T f ( L

ax heart fallure, asthenio, Tﬂ to the above cause (o) stating
e, It meany the dig- the underlying cause last.

WRITE PLA!NLY{;.—USING UNFADING BLACK INE—MAEKE A PERMANENT RECORD

case, infury, or complica- _ DUETO (e
tion which caused death. | 1. OTHER SIGNIFICANT CONDITIONS
Conditions contributing £o the death but not . ‘3) q io—
related to the dizense or condilion causing death.
19a. DATE OF OP_F%VN 19b. MAJOR FINDINGS OF QPERATION 20, AUTOPSY? )
YES NO
2la. ACCIDENT (Bpacity} 21b. PLACEOF INJURY (e.g..incrabout | 21c. (CITY, TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE homa, farm, factory, strest, office bldg,, evc.) -
HOMICIDE L i - . . .
_ 2id. TIME (Mounth} (Day) (Year} (Hour) Zle INJURY OCCURRED 2if. HOW DID iNJURY OCCUR?
oF WHILEAT[—} NOT WHILE
- INJURY - WORK AT WORK
eI hereby cerlify that I atlended the deceased from qg-6 19“ o4~ ~ 6 , 195%., that I last saw the deceased
) - alive’on G , 19 , and that death occurred at _ﬂ m., fiom the causes and on the date stated above.
e
Zi. SIGNATURE odaor ¥, Edwarifge ﬁbmlc)a 23b. ADDRESS ) B \ 23c. DATE SIGNED
T w_.... ' -3¢ aAMM/e-l‘ Ao Clh ?(7/4%,
. BNR I 24b, DATE 24c. ME OF CEMETERY OR CREMATORY 24d. LOCATION’(City, tom?, of ¢county) (State}
7J-56 Aa,gu, w Cem | L herlY,  mo
DATE REC'D BY LOCAL REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S 5IGNATURE ADDRESS
7’, F-S- é. &l 2@&‘&! iﬂ“/ l!'COhs,
(Liventsed Embalmer’s Statement on Reverse Side)

PP b e




STATEMENT BY LICENSED EMBALMER

F L]

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embaln
DY TN, OF By ottt e e et st , Student Embalmer No...............

working under my personal supervision..

Student.... oo
Signature of Student Embalmer

Licensed Embalmer Noqs—f
P, O. Address_./ﬁ.c.,._j.b.,-k

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fail;
to comply with the above constitutes grounds for revocation of license).

If embalmed by 2 STUDENT, he also shall sign in his OWN handwriting.
if this body is not embalmed, fact should be so stated above.




